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1
ADJUSTABLE GLAUCOMA IMPLANT

BACKGROUND

Glaucoma is a disease of the eye that affects millions of
people. Glaucoma is associated with an increase in intraocu-
lar pressure resulting either from a failure of a drainage sys-
tem of an eye to adequately remove aqueous humor from an
anterior chamber of the eye or overproduction of aqueous
humor by a ciliary body in the eye. Build-up of aqueous
humor and resulting intraocular pressure may result in irre-
versible damage to the optic nerve and the retina, which may
lead to irreversible retinal damage and blindness.

Glaucoma may be treated in a number of different ways.
One manner of treatment involves delivery of drugs such as
beta-blockers or prostaglandins to the eye to either reduce
production of aqueous humor or increase flow of aqueous
humor from an anterior chamber of the eye. Glaucoma filtra-
tion surgery is a surgical procedure typically used to treat
glaucoma. The procedure involves placing a shunt in the eye
to relieve intraocular pressure by creating a pathway for
draining aqueous humor from the anterior chamber of the eye.
The shunt is typically positioned in the eye such that it creates
a drainage pathway between the anterior chamber of the eye
and a region of lower pressure. Such fluid flow pathways
allow for aqueous humor to exit the anterior chamber.

SUMMARY

The importance of lowering intraocular pressure (IOP) in
delaying glaucomatous progression has been well docu-
mented. When drug therapy fails, or is not tolerated, surgical
intervention is warranted. There are various surgical filtration
methods for lowering intraocular pressure by creating a fluid
flow-path between the anterior chamber and the subconjunc-
tival tissue. In one particular method, an intraocular shunt is
implanted by directing a needle which holds the shunt
through the cornea, across the anterior chamber, and through
the trabecular meshwork and sclera, and into the subconjunc-
tival space. See, for example, U.S. Pat. No. 6,544,249, U .S.
Patent Application Publication No. 2008/0108933, and U.S.
Pat. No. 6,007,511, the entireties of which are incorporated
herein by reference.

However, existing implantable shunts may not effectively
regulate fluid flow from the anterior chamber. Fluid flow
through a traditional shunt is passive, from the anterior cham-
ber to a drainage structure of the eye. If fluid flows from the
anterior chamber at a rate greater than it can be produced in
the anterior chamber, the surgery can result in an undesirably
low intraocular pressure in the anterior chamber of the eye.
This condition is known as hypotony. Hypotony occurs when
the intraocular pressure is generally less than about 6 mmHg.
Risks associated with low intraocular pressure and hypotony
include blurred vision, collapse of the anterior chamber, and
potentially significant damage to the eye. Such risks could
require additional surgical intervention to repair. However, if
fluid flow from the eye is not great enough, pressure in the
anterior chamber will not be relieved, and damage to the optic
nerve and the retina may still occur.

Accordingly, some embodiments disclosed herein provide
intraocular implants or shunts for draining fluid from an ante-
rior chamber of an eye and methods of use that enable a
clinician to selectively adjust or configure the flow rate or
flow parameters of an intraocular shunt in order to avoid
hypotony while ensuring that adequate pressure relief is pro-
vided.
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For example, an intraocular implant or shunt can be pro-
vided that is configured to conduct fluid at a first nonzero flow
that can be modified to a second flow, when the implant is in
an eye, by removing part of the implant.

Some implants can be configured to have a first flow that
can be changed to a second flow by shortening the length of
the implant.

Some implants can be configured to have a first flow that
can be changed to a second flow by removing a restrictive
section thereof.

In some embodiments, the first flow can be less than the
second flow through the implant. Thus, modification, short-
ening, or removal of a section thereof can increase the flow
through the implant.

An eye implant can be provided that conducts fluid at a first
nonzero flow rate, modifiable to a second flow rate, when the
implant is in an eye, by removing a removable part of the
implant residing in the anterior chamber.

The implant can comprise a wall defining a lumen, and the
wall can have a variable inner profile. The implant can also
comprise a partially restrictive end. For example, the implant
can a gelatin tube that is inserted into the lumen, and the
gelatin tube can have an inner profile smaller than an inner
profile of the implant lumen.

A longitudinal length of some implants can be shortened to
modify the first flow. For example, the first flow rate can be
increased to the second flow rate when the implant is cut at a
first point along the implant. Further, the first flow rate can be
increased to a third flow rate when the implant is cut at a
second point along the implant.

Some implants or shunts can comprise a hollow body with
a clear-through, unobstructive, or unrestrictive main section
and a partially obstructive or flow-limiting restrictive section.
The first flow of the shunt can be modifiable to the second
flow by modifying, shortening, or removing part of the main
section and/or the partially restrictive section.

The main section can have an inlet, an outlet, and a wall
defining a lumen extending between the inlet and outlet. The
inlet can be configured to receive fluid from the anterior
chamber. The main section can comprise a wall defining a
lumen. The wall can define a first cross-sectional area or
profile and can be configured to direct the fluid from the
anterior chamber through the inlet toward the outlet such that,
when positioned in the eye, fluid is released through the outlet
atalocation having lower pressure than the anterior chamber.
As discussed herein, the location of lower pressure can be, for
example, the intra-Tenon space, the subconjunctival space,
the episcleral vein, the suprachoroidal space, or Schlemm’s
canal.

The partially restrictive section can be in fluid communi-
cation with the main section. The partially restrictive section
can have a second flow cross-sectional area or profile that is
less that the first cross-sectional area or profile.

For example, the partially restrictive section can comprise
a gelatin tube. The gelatin tube can be inserted into a lumen of
the main section and comprise a wall defining a lumen with a
smaller cross-sectional area or profile than the main section
cross-sectional area or profile.

The shunt can be configured such that the first flow cross-
sectional area is generally circular in shape. Further, the par-
tially restrictive section of the shunt can be formed of a
separate material from the main section. The partially restric-
tive section can be dissolvable. For example, the partially
restrictive section has a dissolution rate that is different than
a dissolution rate of the shunt.

In some embodiments, the shunt can be configured such
that the partially restrictive section comprises first and second
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portions. For example, the first and second portions can be
axially spaced apart from each other. The first and second
portions can be concentrically layered within the lumen. The
first and second portions can also be positioned at opposing
ends of the main section. The first and second portions can be
dissolvable. For example, the first portion can have a first
dissolution rate, and the second portion can have a second
dissolution rate that is different from the first dissolution rate.

Additionally, the shunt can be configured such that at least
a portion of the body comprises a drug. For example, the
partially restrictive section can comprise a drug. Further, the
partially restrictive section can comprise a gelatin. The main
section can comprise a cross-linked gelatin. Further, the par-
tially restrictive section can comprise a cross-linked gelatin
that is cross-linked to a different degree than the cross-linked
gelatin of the main section.

In some embodiments, various methods for implanting an
intraocular shunt are provided. A hollow shaft, configured to
hold the intraocular shunt, can be inserted into the eye. There-
after, the shunt can be deployed from the hollow shaft such
that the shunt extends between an anterior chamber of the eye
to a location of lower pressure of the eye. Once the shunt is in
proper position, the hollow shaft can be withdrawn from the
eye. As discussed herein, in some embodiments, the shunt can
have one or more removable portions and/or one or more
dissolvable sections. All or at least a portion of the shunt can
be dissolvable. Further, in some embodiments, the one or
more removable portions can be dissolvable.

In some embodiments, a method of treating glaucoma is
provided in which an intraocular shunt is placed in an eye, in
a first medical procedure. In the first procedure, the shunt can
be placed to extend from an anterior chamber of the eye to a
location of lower pressure of the eye. The shunt can be con-
figured to provide a first nonzero flow rate. Thereafter, the eye
can heal from the first medical procedure. Subsequent to the
healing of the eye, in a second medical procedure, the
intraocular shunt can be cut to provide a second flow rate,
greater than the first flow rate.

The intraocular pressure of the eye can be measured in
performing the method or performing checkups. After the
intraocular pressure has been measured and reaches a thresh-
old level, the step of cutting the intraocular shunt can be
performed. For example, the step of cutting can be performed
when the threshold level is greater than about 20 mmHg.

In some methods, in a first medical procedure as noted
above, an intraocular shunt can be placed in an eye to extend
from an anterior chamber of the eye to a location of lower
pressure of the eye. The shunt can provide a first nonzero flow
rate. However, a second medical procedure can be performed,
after a threshold period of time has passed since the first
medical procedure, in which the intraocular shunt is cut to
provide a second flow rate, greater than the first flow rate.

For example, the step of cutting the intraocular shunt can be
performed after a period of from about one week to about
three months. In some cases, the step of cutting the intraocular
shunt can be performed after about six (6) weeks. Further,
such procedures can also be performed after permitting the
eye to heal from the first medical procedure.

Methods are also provided of adjusting the flow rate of an
intraocular shunt implanted in an eye. For example, a clini-
cian can determine the position of a shunt, which has been
placed inthe eye to extend between an anterior chamber of the
eye and a location of lower pressure of the eye. When the
shunt position is determined, the clinician can thereafter cuta
first portion of the shunt, thereby increasing flow through the
shunt.
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In some methods, prior to cutting the shunt, for example,
the clinician can determine an intraocular pressure of the eye
and determine a target pressure drop necessary to achieve
normal intraocular pressure. Once the target pressure drop is
determined, the clinician can determine a target longitudinal
length of the first portion based on the target pressure drop.
Accordingly, when the first portion of the shunt is cut, it can
be cut at the target length.

After the first portion is cut, the first portion can be sepa-
rated from the shunt. For example, the method can further
comprise removing the first portion from the eye.

Additionally, the shunt can comprise a tapered lumen or
tapering wall. The shunt can be cut at a specific point corre-
sponding to a wall dimension along the taper thereof. Thus,
multiple cut locations can be available in order to allow the
clinician several options for target lengths or target flow rates.

The shunt can have a partially restrictive section and a main
section. The partially restrictive section can have a cross-
sectional area less than a cross-sectional area of the main
section. The first portion can have a longitudinal length is less
than a longitudinal length of the partially restrictive section.

In some embodiments, the shunt can be modified, e.g., cut,
trimmed, spliced, punctured, split, etc., to adjust the flow rate
of'the shunt. A portion of main section can be separated from
the shunt to adjust the flow. Further, when present, the par-
tially restrictive section (in its entirety or only a fragment or
section thereof) can be separated from the shunt such that
flow rate of the shunt is modified, such as by increasing.

The method can comprise inserting into the eye a hollow
shaft configured to hold the intraocular shunt. Thereafter, the
shunt can be deployed from the hollow shaft such that the
shunt forms a passage from the anterior chamber of the eye to
alocation of lower pressure of the eye. In some embodiments,
the shunt can have a partially obstructive or flow-limiting
restrictive section and an unobstructive or unrestrictive main
section. The shunt can have a first flow rate or flow value with
the partially restrictive section present. The method can com-
prise removing a portion of the partially restrictive section.

In some embodiments, a method of adjusting the flow rate
of an intraocular shunt implanted in an eye can comprise
determining a position of the shunt in the eye extending from
(1) an anterior chamber of the eye to (ii) a location of lower
pressure of the eye. The partially restrictive section can be
dimensioned to have a first inner cross-sectional dimension.
The main section can be dimensioned to have a second, larger
inner cross-sectional dimension, different than the first
dimension, through the shunt.

The first dimension can be less than the second dimension.
The first and second dimensions can relate to a flow value or
flow rate for the respective section. In some embodiments, the
shunt or first dimension can comprise a ratio of an inner
diameter and an axial length of the main section and an inner
diameter and an axial length of the partially restrictive sec-
tion. Further, after a fragment or section of the shunt is
removed from the shunt, the shunt or second dimension can
comprise a ratio of an inner diameter and an axial length of the
main section and an inner diameter and an axial length of any
remaining portion of the partially restrictive section. In some
embodiments, a fragment or section of the partially restrictive
section and/or a fragment or section of the main section can be
separated from the shunt, thereby increasing the flow rate
through the shunt. For example, in some embodiments, when
the fragment or section of the partially restrictive section is
separated from the shunt, the flow rate can increase.

The flow rate can increase from a first flow rate to a second
flow rate. When the restrictive section is modified, the first
flow rate is the collective flow rate through the restrictive and
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main sections and the second flow rate is the flow rate through
the main section and any remaining portion of the restrictive
section.

The shunt can be configured with various ranges of dimen-
sions. For example, the total shunt length can be from about 4
mm to about 12 mm. In some embodiments, the total shunt
length can be from about 5 mm to about 10 mm. In some
embodiments, the total shunt length can be about 6 mm.

Further, the inner diameter of the main section can be from
about 80 pm to about 300 um. In some embodiments, the
inner diameter of the main section can be from about 120 pm
to about 200 um. In some embodiments, the inner diameter of
the main section can be about 150 pm.

The length of the partially restrictive section can be from
about 0.2 mm to about 6 mm. In some embodiments, the
partially restrictive section length can be from about 1 mm to
about 4 mm. In some embodiments, the partially restrictive
section length can be about 2 mm.

The inner diameter of the partially restrictive section can be
from about 10 um to about 70 um. In some embodiments, the
partially restrictive section inner diameter can be from about
25 um to about 55 pm. In some embodiments, the partially
restrictive section inner diameter can be about 40 pm.

The method can be performed such that separating the
fragment or section of the partially restrictive section com-
prises removing an end portion of the shunt. The end portion
of the shunt can be configured such that the wall thereof
defines a smaller lumen relative to the main section. Further,
separating the fragment or section of the partially restrictive
section can comprise cutting the shunt using a mechanical
device. Additionally, separating the fragment or section of the
partially restrictive section can comprise cutting the shunt
using a needle. Furthermore, separating the fragment or sec-
tion of the partially restrictive section can comprise cutting
the shunt using a cutting tool. For example, the cutting tool
can comprise a pivot mechanism. Finally, other mechanisms
or tools can be used to adjust the size or configuration of the
shunt. For example, a laser can be used such that separating
the fragment or section of the partially restrictive section
comprises cutting the shunt using a laser.

The partially restrictive section can be positioned in a sub-
conjunctival space. Alternatively, the partially restrictive sec-
tion can be positioned in the anterior chamber of the eye.

In some embodiments, after the fragment or section of the
partially restrictive section has been separated from the shunt,
the method can also comprise removing the fragment or sec-
tion of the partially restrictive section. However, after the
fragment or section of the partially restrictive section has
been separated from the shunt, the fragment or section of the
partially restrictive section can be left in the eye. For example,
leaving the fragment or section of the partially restrictive
section in the eye can comprise leaving the fragment or sec-
tion of the partially restrictive section in the subconjunctival
space.

Further, the fragment or section that is separated from the
shunt may be less than the entirety of the partially restrictive
section. For example, separating the fragment or section of
the partially restrictive section can comprise removing a first
portion of the partially restrictive section from the shunt and
leaving a second portion of the partially restrictive section
attached to the shunt.

In some embodiments, an intraocular shunt that has an
adjustable or variable flow rate can be deployed into the eye.
For example, the shunt can have a partially restrictive dissolv-
able section and a main section. In some embodiments, the
dissolvable section can define an aperture or lumen to conduct
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fluid therethrough. The shunt can have a first nonzero flow
rate through the dissolvable section.

The method can be performed such that deploying the
shunt comprises positioning the dissolvable section in the
location of lower pressure. For example, the dissolvable sec-
tion can be positioned in a subconjunctival space. Alterna-
tively, however, the dissolvable section can be positioned in
the anterior chamber of the eye.

The dissolvable section can comprise a dissolvable plug
having a dissolution rate that is different than a dissolution
rate of the main section. For example, the dissolution rate of
the dissolvable plug can be a nonzero number higher than the
dissolution rate of the main section, which can be zero or a
nonzero number.

The dissolvable section can also comprise first and second
dissolvable sections. For example, the first and second dis-
solvable sections can have different dissolution rates. Further,
the first and second dissolvable sections can be axially spaced
apart from each other. Alternatively, the first and second dis-
solvable sections can be concentrically layered within a
lumen of the shunt.

As noted above, when a shunt having a dissolvable section
is used, the method can include the steps of determining the
position of the shunt in the eye extending from (i) the anterior
chamber of the eye to (ii) the location of lower pressure of the
eye; and separating a shunt fragment of the dissolvable sec-
tion from the shunt such that the shunt has a second flow rate
higher than the first flow rate.

BRIEF DESCRIPTION OF THE DRAWINGS

The accompanying drawings, which are included to pro-
vide further understanding of the subject technology and are
incorporated in and constitute a part of this specification,
illustrate aspects of the disclosure and together with the
description serve to explain the principles of the subject tech-
nology.

FIG. 1 is a partial cross-sectional diagram of an eye, illus-
trating ab intern insertion of a deployment device, according
to some embodiments.

FIG. 2 illustrates a schematic placement of an intraocular
shunt within intra-tenon space, according to some embodi-
ments.

FIG. 3 illustrates a cross-sectional view of an intraocular
shunt, according to some embodiments.

FIGS. 4-7 illustrate cross-sectional views of an end of an
intraocular shunt of FIG. 3, according to some embodiments.

FIG. 8 illustrates placement of an intraocular shunt with a
partial cross-sectional view of a partially restrictive section
disposed in an anterior chamber of the eye, according to some
embodiments.

FIG. 9 illustrates the severance of a portion of the partially
restrictive section of the shunt illustrated in FIG. 8, according
to some embodiments.

FIG. 10 illustrates placement of an intraocular shunt
wherein a partially restrictive section is disposed in subcon-
junctival space, according to some embodiments.

FIG. 11 illustrates the severance of a portion of the partially
restrictive section of a shunt, oriented as illustrated in F1G. 10,
according to some embodiments.

FIG. 12 illustrates the severance of a portion of the partially
restrictive section of a shunt, oriented as illustrated in FIG. 8,
using a laser, according to some embodiments.

FIG. 13 illustrates the severance of a portion of the partially
restrictive section of a shunt, oriented as illustrated in F1G. 10,
using a laser, according to some embodiments.
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FIG. 14 illustrates the severance of a portion of the partially
restrictive section of a shunt, oriented as illustrated in F1IG. 11,
using a laser and an optical lens, according to some embodi-
ments.

FIG. 15 illustrates an intraocular shunt having one or more
dissolvable sections, according to some embodiments.

FIGS. 16A-22 illustrate cross-sectional views of an
intraocular shunt having one or more dissolvable sections,
according to some embodiments.

FIG. 23 illustrates placement of a drug-eluting intraocular
shunt, according to some embodiments.

DETAILED DESCRIPTION

In the following detailed description, numerous specific
details are set forth to provide a full understanding of the
subject technology. It should be understood that the subject
technology may be practiced without some of these specific
details. In other instances, well-known structures and tech-
niques have not been shown in detail so as not to obscure the
subject technology.

As noted above, glaucoma filtration surgery can often
result in an undesirably low intraocular pressure in the ante-
rior chamber of the eye and can often lead to hypotony. The
present disclosure provides various embodiments of methods
and devices that can enable a clinician to generally prevent
hypotony after a glaucoma filtration surgery while enabling
the clinician to ensure adequate pressure relief by adjusting
the flow through an intraocular shunt. As used herein, the term
“shunt” includes hollow microfistula tubes similar to the type
generally described in U.S. Pat. No. 6,544,249 as well as
other structures that include one or more lumens or other flow
paths therethrough.

An aspect of some embodiments is the realization that
there are various unpredictable factors related to the success
of'a surgical intervention. Fundamentally, a successful surgi-
cal intervention relieves intraocular pressure without causing
hypotony. In order to be successful, the flow through a shunt
and the resulting intraocular pressure in the anterior chamber
must account for various unpredictable biological factors,
such as aqueous production amount, viscosity of the aqueous
humor, and other biological outflow restrictions.

The biological outflow restrictions associated with a shunt
depend on the overall outflow resistance or restrictions of the
targeted space where the shunt is placed. The biological out-
flow restrictions of the subconjunctival space, for example,
depend on: (1) the strength and amount and thickness of the
tenon adhesions, if present (e.g., placed ab interno); (2) the
thickness and consistency of conjunctiva, which can allow
more or less fluid to diffuse into the subconjunctival vessels
and into the tear film; (3) existing fibrotic adhesions; (4) the
presence of lymphatic outflow pathways (some pathways
may already exist at the time of shunt placement, but often the
lymphatic pathways can be created and increase days and
weeks after the flow has started); (5) the amount of diffusion
into episcleral vessels; (6) the amount of fibrosis build-up
after implant placement (which can be triggered by aqueous
humor, start forming in the first one to four weeks after
surgery, and can lead to a significant or total outflow restric-
tion). Most of these factors vary greatly patient by patient and
are for the most part currently unpredictable. The potential
fibrotic response is the biggest changing factor in biological
outflow resistance and can range from no significant outflow
restriction over the first three months post-op to a total flow
blockage within one week after surgery.

These patient variations and their dynamic nature post-
operatively make it very difficult to maintain an optimal
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intraocular pressure with a “static” shunt placement. A
“static” shunt placement can be referred to as a procedure or
surgery in which a shunt is implanted and maintained without
any change to its own flow resistance parameters or shunt
outflow resistance, such as length, lumen diameter, or other
features that would affect the flow rate through the shunt.
Thus, excluding biological flow resistance changes in the
target space, such as those mentioned immediately above, a
“static” shunt or “static” shunt placement will not result in
variations to the flow parameters or shunt outflow resistance
of the shunt.

A static shunt usually provides substantial outflow in the
early post-op phase (one day to two weeks) due to the absence
of fibrotic tissue (or other biological outflow restrictions)
early on. This can often lead to a less than desirable intraocu-
lar pressure in the anterior chamber for this early phase, often
hypotony, and an increased risk for complications associated
with such low intraocular pressures. Then, after the initial
phase (e.g., after a few days to a few weeks), some patients
experience a strong fibrotic response that can create high
biological outflow restrictions that can result in a higher than
desired intraocular pressure (e.g., above 20 mmHg).

Some embodiments disclosed herein provide a manner to
overcome these complications and uncertainties of traditional
surgery. For example, a flow-tunable shunt can be provided
that can be modified or self-adjust after the surgery to main-
tain an optimal outflow resistance that can compensate for an
increase in biological outflow resistance. This can allow a
clinician to monitor and maintain an optimal intraocular pres-
sure throughout changing tissue stages (e.g., changes in the
biological outflow restriction of the targeted space, such as
those mentioned above) that usually increase the biological
outflow resistance and lead to higher intraocular pressures.

Therefore, in some embodiments, shunt devices and meth-
ods of use can provide: (1) substantial initial outflow resis-
tance in order to avoid early low post-op intraocular pressures
and hypotony; and (2) subsequent lessening of outflow resis-
tance to compensate for a rising biological outflow resistance
(e.g., fibrosis of the targeted space). The shunt can be config-
ured such that the flow resistance is manually or surgically
tuned by the clinician or specifically configured to self adjust
(e.g., through the use of dissolvable sections) over time.
Methods for Shunt Placement

Various structures and/or regions of the eye having lower
pressure that have been targeted for aqueous humor drainage
include Schlemm’s canal, the subconjunctival space, the epis-
cleral vein, the suprachoroidal space, the intra-tenon space,
and the subarachnoid space. Shunts may be implanted using
anab externo approach (e.g., entering through the conjunctiva
and inwards through the sclera) or an ab interno approach
(e.g., entering through the cornea, across the anterior cham-
ber, through the trabecular meshwork and sclera). For
example, ab interno approaches for implanting an intraocular
shunt in the subconjunctival space are shown for example in
Yuetal. (U.S. Pat. No. 6,544,249 and U.S. Patent Publication
No. 2008/0108933) and Prywes (U.S. Pat. No. 6,007,511),
the contents of each of which are incorporated by reference
herein in its entirety.

Some methods can involve inserting into the eye a hollow
shaft configured to hold an intraocular shunt. In certain
embodiments, the hollow shaft can be a component of a
deployment device that may deploy the intraocular shunt. The
hollow shaft can be coupled to a deployment device or be part
of'the deployment device itself. Deployment devices that are
suitable for deploying shunts according to the invention
include, but are not limited to the deployment devices
described in U.S. Pat. Nos. 6,007,511, 6,544,249, and U.S.
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Publication No. US2008/0108933, the contents of each of
which are incorporated herein by reference in their entireties.
The deployment devices can include devices such as those as
described in co-pending and co-owned U.S. patent applica-
tion Ser. No. 12/946,222. filed on Nov. 15, 2010, U.S. patent
application Ser. No. 12/946,645, filed on Nov. 15, 2010, and
co-pending U.S. application Ser. No. 13/314,939, filed on
Dec. 8, 2011, the contents of each of which are incorporated
by reference herein in their entireties.

The shunt can be deployed from the shaft into the eye such
that the shunt forms a passage from the anterior chamber into
an area of lower pressure, such as Schlemm’s canal, the
subconjunctival space, the episcleral vein, the suprachoroidal
space, the intra-tenon space, the subarachnoid space, or other
areas of the eye. The hollow shaft is then withdrawn from the
eye. Methods for delivering and implanting bioabsorbable or
permanent tubes or shunts, as well as implantation devices for
performing such methods, are generally disclosed in appli-
cant’s co-pending applications, U.S. application Ser. No.
13/314,939, filed on Dec. 8, 2011, and U.S. Application No.
US2012/0197175, filed on Dec. 8, 2011, as well as in U.S.
Pat. Nos. 6,544,249 and 6,007,511, each of which are incor-
porated by reference in their entireties. Embodiments of the
shunts disclosed herein can be implanted using such methods
and others as discussed herein.

Some methods can be conducted by making an incision in
the eye prior to insertion of the deployment device. However,
in some instances, the method may be conducted without
making an incision in the eye prior to insertion of the deploy-
ment device. In certain embodiments, the shaft that is con-
nected to the deployment device has a sharpened point or tip.
In certain embodiments, the hollow shaft is a needle. Exem-
plary needles that may be used are commercially available
from Terumo Medical Corp. (Elkington, Md.). In some
embodiments, the needle can have a hollow interior and a
beveled tip, and the intraocular shunt can be held within the
hollow interior of the needle. In some embodiments, the
needle can have a hollow interior and a triple ground point or
tip.

Some methods can be conducted without needing to
remove an anatomical portion or feature of the eye, including
but not limited to the trabecular meshwork, the iris, the cor-
nea, or aqueous humor. Some methods can be conducted
without inducing substantial ocular inflammation, such as
subconjunctival blebbing or endophthalmitis. Some methods
can be achieved using an ab interno approach by inserting the
hollow shaft configured to hold the intraocular shunt through
the cornea, across the anterior chamber, through the trabecu-
lar meshwork, and into the intra-scleral or intra-tenon space.
However, some methods may be conducted using an ab
externo approach.

In some methods conducted using an ab interno approach,
the angle of entry through the cornea can be altered to affect
optimal placement of the shunt in the intra-tenon space. The
hollow shaft can be inserted into the eye at an angle above or
below the corneal limbus, in contrast with entering through
the corneal limbus. For example, the hollow shaft can be
inserted from about 0.25 mm to about 3.0 mm above the
corneal limbus. The shaft can be inserted from about 0.5 mm
to about 2.5 mm above the corneal limbus. The shaft can also
be inserted from about 1.0 mm to about 2.0 mm above the
corneal limbus, or any specific value within any of these
ranges. For example, the hollow shaft can be inserted above
the corneal limbus at distances of about: 1.0 mm, 1.1 mm, 1.2
mm, 1.3 mm, 1.4 mm, 1.5 mm, 1.6 mm, 1.7 mm, 1.8 mm, 1.9
mm, or 2.0 mm.
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Further, in some embodiments, placement of the shunt
farther from the limbus at the exit site, as provided by an angle
of entry above the limbus, can provide access to more lym-
phatic channels for drainage of aqueous humor, such as the
episcleral lymphatic network, in addition to the conjunctival
lymphatic system. A higher angle of entry also results in
flatter placement in the intra-tenon space so that there is less
bending of the shunt.

As discussed in Applicant’s co-pending application, U.S.
application Ser. No. 13/314,939, filed on Dec. 8, 2011, the
entirety of which is incorporated herein by reference, in cer-
tain embodiments, to ensure proper positioning and function-
ing of the intraocular shunt, the depth of penetration into the
intra-tenon space may be important when performing some
methods.

In some methods, the distal tip of the hollow shaft can
pierce the sclera and intra-tenon space without coring, remov-
ing or causing major tissue distortion of the surrounding eye
tissue. The shunt is then deployed from the shaft. Preferably,
a distal portion of the hollow shaft (as opposed to the distal
tip) completely enters the intra-tenon space before the shunt
is deployed from the hollow shaft.

In accordance with some embodiments, the hollow shaft
can comprise a flat bevel needle, such as a needle having a
triple-ground point. The tip bevel can first pierce through the
sclera and into the intra-tenon space by making a horizontal
slit. In some methods, the needle can be advanced even fur-
ther such that the entire flat bevel penetrates into the intra-
tenon space, to spread and open the tissue to a full circular
diameter.

Further, in accordance with an aspect of some methods, the
intra-tenon channel can be urged open by the flat bevel por-
tion of the needle so that the material around the opening is
sufficiently stretched and a pinching of the shunt in that zone
is avoided, thus preventing the shunt from failing due to the
pinching or constriction. Full entry of the flat bevel into the
intra-tenon space causes minor distortion and trauma to the
local area. However, this area ultimately surrounds and con-
forms to the shunt once the shunt is deployed in the eye.

With reference to the figures, FIG. 11is a schematic diagram
that illustrates a manner of accessing the eye and delivering an
intraocular shunt for treatment of glaucoma. As noted, some
methods disclosed herein provide for an ab interno approach.
As also noted, the ab interno approach may not be needed in
order to perform the procedures or methods disclosed herein.
For example, the shunt can be delivered using an ab externo
approach, as discussed herein.

FIG. 1 illustrates the general anatomy of an eye 2. As
illustrated, an anterior aspect of the anterior chamber 10 of the
eye 2 is the cornea 12, and a posterior aspect of the anterior
chamber 10 of the eye 2 is the iris 14. Beneath the iris 14 is the
lens 16. The conjunctiva 18 is a thin transparent tissue that
covers an outer surface of the eye 2. The anterior chamber 10
is filled with aqueous humor 20. The aqueous humor 20
drains into a space(s) 22 below the conjunctiva 18 through the
trabecular meshwork (not shown in detail) of the sclera 24.
The aqueous humor 20 is drained from the space(s) 22 below
the conjunctiva 18 through a venous drainage system (not
shown).

FIG. 1 illustrates a surgical intervention to implant an
intraocular shunt into the eye using a delivery device 40 that
holds the shunt, and deploying the shunt within the eye 2.
FIG. 1 illustrates an ab interno approach in which the delivery
device 40 has been inserted through the cornea 12 into the
anterior chamber 10. As noted above, however, the implant
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can also be placed using an ab externo approach, in which the
conjunctiva or tenons can be dissected and pulled back, prior
to placement of a shunt.

Referring to FIG. 1, the delivery device 40 can be advanced
across the anterior chamber 10 in what is referred to as a
transpupil implant insertion. The delivery device can be
inserted through the anterior angle and advanced through the
sclera 24 until accessing a targeted space, such as Schlemm’s
canal, the subconjunctival space, the episcleral vein, an epis-
cleral bleb, the suprachoroidal space, the intra-tenon space,
the sub-tenon’s space, the subarachnoid space, a created
intrascleral space, or other areas, as desired. The shunt is then
deployed from the deployment device, producing a conduit
between the anterior chamber and the targeted space to allow
aqueous humor to drain through the traditional drainage
channels of the eye, such as the intra-scleral vein, the collec-
tor channel, Schlemm’s canal, the trabecular outflow, the
uveoscleral outflow to the ciliary muscle, the conjunctival
lymphatic system, or others.

In some embodiments, the delivery device 40 can comprise
a hollow shaft 42 that is configured to hold an intraocular
shunt. The shaft may hold the shunt within the hollow interior
of'the shaft. Alternatively, the hollow shaft may hold the shunt
on an outer surface of the shaft.

FIG. 2 provides a cross-sectional view of a portion of the
eye 2, and provides greater detail regarding certain anatomi-
cal structures ofthe eye and placement of an intraocular shunt
50. In particular, FIG. 2 shows the shunt 50 implanted in the
intra-tenon space between the conjunctiva 18 and the sclera
24. In some embodiments, intra-tenon placement can be
achieved by not dissecting the conjunctiva, by controlling the
scleral exit location, and by pre-treatment of the intra-tenon
space before or by tenon manipulation during the procedure.
Placement of shunt 50 within the intra-tenon space allows
aqueous humor 20 to diffuse into the subconjunctival space.
According to some embodiments, the outflow restrictions of
the subconjunctival space can depend on the strength,
amount, and thickness of the tenon adhesions (if present, e.g.,
when placed ab interno), the thickness and consistency of the
conjunctiva (which can allow more or less fluid to diffuse into
the subconjunctival vessels and tear space), and existing
fibrotic adhesions.

FIG. 2 illustrates one of a variety of potential placements of
the shunt 50 in the eye. As discussed herein, methods and
devices provided herein can be implemented wherein a shunt
is placed in communication with other anatomical features of
the eye. Thus, some methods and devices disclosed herein can
be implemented when a shunt forms a passage from the
anterior chamber into an area of lower pressure, such as
Schlemm’s canal, the subconjunctival space, the episcleral
vein, the suprachoroidal space, the intra-tenon space, the
subarachnoid space, or other areas of the eye.

The methods of implantation may be fully automated, par-
tially automated (and, thus, partially manual), or completely
manual. For example, in a fully automated procedure, a shunt
may be delivered by robotic implantation whereby a surgeon
controls the advancement of the needle, plunger, optional
guidewire and, as a result, shunt by remotely controlling a
robot. In such fully automated, remotely controlled proce-
dures, the surgeon’s hands typically do not contact implanta-
tion apparatus during the surgical procedure. Alternatively,
shunt may be delivered to the desired area of the eye with a
“handheld” implantation apparatus. Handheld implantation
devices, as well as details regarding steps and procedures of
implantation methods, are described in co-pending U.S.
Application Publication Nos. 2012/0197175, filed on Dec. 8,
2011 and Ser. No. 13/314,939, filed on Dec. 8, 2011, the
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entireties of each of which are incorporated herein by refer-
ence. Insertion of the needle into the eye as well as certain
repositioning or adjusting steps may be performed manually
by the surgeon. In the case of fully manual devices and meth-
ods, all of the positioning, repositioning, adjusting and
implantation steps can be performed manually by the sur-
geon.

Intraocular Shunt Devices

Some embodiments disclosed herein comprise intraocular
shunts that are configured to form a drainage pathway from
the anterior chamber of the eye to a targeted space. In this
manner, the shunt can allow aqueous humor to drain from the
anterior chamber and out through the traditional drainage
channels of the eye, such as the intra-scleral vein, the collec-
tor channel, Schlemm’s canal, the trabecular outflow, the
uveoscleral outflow to the ciliary muscle, the conjunctival
lymphatic system, or others.

Some embodiments disclosed herein comprise a shunt that
is generally cylindrically shaped with an outside cylindrical
wall and, in some embodiments, a hollow interior that extends
at least partially along the length of the shunt. The shunt can
have an inner wall defining a main section inner diameter,
lumen dimension, diameter or a flow path cross-sectional
dimension or diameter of from about 10 um to about 300 pm.
The shunt can have an inner wall defining a lumen dimension
or diameter of from about 50 um to about 250 um. Further, the
shunt can have an inner wall defining a lumen dimension or
diameter of from about 100 um to about 200 pm. In some
embodiments, the shunt can have an inner wall defining a
lumen dimension or diameter of about 150 um.

The inner diameter of the partially restrictive section can be
from about 10 um to about 70 um. In some embodiments, the
partially restrictive section inner diameter can be from about
25 um to about 55 pm. In some embodiments, the partially
restrictive section inner diameter can be about 40 pm.

The outside dimension or diameter of the wall of some
embodiments can be from about 190 to about 300 um. Fur-
ther, the wall thickness of some embodiments can be from
about 30 um to about 70 um.

In some embodiments, the intraocular shunt can have a
length that is sufficient to form a drainage pathway from the
anterior chamber of the eye to the targeted space. The length
of'the shunt is important for achieving placement specifically
in the targeted space. A shunt that is too long will extend
beyond the targeted space and may irritate the eye. For
example, if the targeted space is the intra-scleral space, a
shunt that is too long can irritate the conjunctiva which can
cause the filtration procedure to fail. Further, in such embodi-
ments, a shunt that is too short will not provide sufficient
access to drainage pathways such as the episcleral lymphatic
system or the conjunctival lymphatic system.

In some embodiments, the shunt may be any length that
allows for drainage of aqueous humor from an anterior cham-
ber of an eye to the targeted space. In some embodiments, the
shunt can have a total length in the range of from about 1 mm
to about 12 mm. The length can also be in the range of from
about 2 mm to about 10 mm or from about 4 mm to about 8
mm, or any specific value within said ranges. In some
embodiments, the length of the shunt is from about 6 mm to
about 8 mm, or any specific value within this range, for
example, such as about: 6.0 mm, 6.1 mm, 6.2 mm, 6.3 mm,
6.4mm, 6.5 mm, 6.6 mm, 6.7 mm, 6.8 mm, 6.9 mm, 7mm, 7.1
mm, 7.2 mm, 7.3 mm, 7.4 mm, 7.5 mm, 7.6 mm, 7.7 mm, 7.8
mm. 7.9 mm, or 8.0 mm.

Of the total shunt length, the length of the partially restric-
tive section can be from about 0.2 mm to about 6 mm. In some
embodiments, the partially restrictive section length can be
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from about 1 mm to about 4 mm. In some embodiments, the
partially restrictive section length can be about 2 mm.

Additionally, some embodiments of the shunt can have
different shapes and different dimensions that may be accom-
modated by the eye. In accordance with embodiments dis-
closed herein, the intraocular shunt can be formed having
dimensions within the various ranges of dimensions dis-
closed for outer diameter (e.g., of the main section or partially
restrictive section), inner diameter (e.g., of the main section
or partially restrictive section), segment lengths (e.g., of the
partially restrictive section or main section), and total length.

For example, some embodiments can be configured such
that the shunt has a total length of about 6 mm, a main section
inner diameter of about 150 um, and a partially restrictive
section inner diameter of from about 40 pm to about 63 pm.
Surgeon-Controlled Flow-Tunable Shunts

The figures illustrate embodiments of an intraocular
implant or shunt that can have a first flow that can be modified
to a second flow by changing the configuration of the implant.

Some implants can be configured to have a first flow that
can be changed to a second flow by shortening the length of
the implant. Some implants can be configured to have a first
flow that can be changed to a second flow by removing a
restrictive section thereof. In some embodiments, the first
flow can be less than the second flow through the implant.
Thus, modification, shortening, or removal of a section
thereof can increase the flow through the implant.

For example, the figures illustrate embodiments and con-
figurations of flow-tunable implants or shunts having one or
more partially obstructive or flow-limiting restrictive sections
and one or more unobstructive or unrestrictive main sections.

Embodiments of the shunts disclosed herein can provide a
desired initial flow resistance or flow value that prevents
excessive outflow from the anterior chamber of the eye, thus
avoiding low intraocular pressures or hypotony. However,
upon development of biological outflow resistance, a clini-
cian can tune the flow resistance or flow value of the shunt to
prevent high intraocular pressure. Accordingly, embodiments
herein enable a clinician to adjust or tune the flow rate of the
shunt. The geometric configuration and dimensions of com-
ponents of these shunts can be manipulated as desired to
provide a desired flow resistance. Accordingly, the embodi-
ments illustrated and discussed do not limit the scope of the
features or teachings herein.

In accordance with some embodiments, the shunt can be
configured such that the clinician can adjust the flow resis-
tance or flow value to provide a flow rate of from about 1 pl,
per minute to about 3 ul. per minute. Further, the shunt can be
configured such that the clinician can adjust the flow resis-
tance or flow value to provide a flow rate of about 2 pul. per
minute.

FIG. 3 illustrates a shunt 100 having an elongate body
having an inner wall 102 that defines a shunt lumen 104
extending therethrough. The shunt 100 can comprise oppos-
ing ends 106, 108 (inlet/outlet). The end 106 can be a restric-
tive end, and the end 108 can be a clear end. The shunt 100 can
comprise a partially obstructive or flow-limiting restrictive
section 110 and a unobstructive or unrestrictive main section
112. Flow can be provided through the partially restrictive
section 110, but with greater resistance than through the main
section 112. The shunt lumen 104 can extend through the
main section 112. The partially restrictive section 110 can
comprise a gelatin tube. The gelatin tube can be inserted into
the shunt lumen 104. The a partially restrictive section 110 or
gelatin tube can comprise a wall 118 that defines a secondary
lumen 120. The wall 118 can define a different inner dimen-
sion than the wall 102. For example, the wall 118 can define
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a cross-section or profile that is smaller than the cross-section
or profile of the wall 102, thus rendering the lumen 104 larger
than the lumen 120. In some embodiments, the secondary
lumen 120 can extend generally coaxially with the shunt
lumen 104; however, the secondary lumen 120 can be con-
figured to be spaced apart from a central axis of the shunt
lumen 104.

For example, the secondary lumen 120 can also extend
longitudinally along the partially restrictive section 110 while
traversing and/or being spaced apart from the central axis of
the partially restrictive section 110. Thus, the wall 118 can
define a variable thickness. Further, the secondary lumen 120
can be encircled by the wall 118 forming the partially restric-
tive section 110. However, the wall 118 can be discontinuous,
and the secondary lumen 120 can be bounded intermediate
the wall 118 of the partially restrictive section 110 and the
wall 102. Thus, the lumen 104 and the lumen 120 can have a
boundary surface in common, in some embodiments.

Further, the partially restrictive section 110 can be attached
to the shunt 100 either permanently or removably. For
example, the partially restrictive section 110 can be a separate
piece that is permanently attached to the shunt 100 or formed
with the shunt 100 as a single piece. However, the partially
restrictive section 110 can also be removably attached to the
shunt 100, thereby allowing the partially restrictive section
110 to be completely or at least partially removed from the
shunt 100. For example, the partially restrictive section 110
can be a metal stylus or structure that is inserted into the shunt
lumen 104, which can later be removed.

The shunt 100 can be configured such that two or more
sections thereof comprise different flow restrictions or flow
values. Thus, in some instances, a clinician can manually
manipulate or adjust the overall flow restriction or flow value
of'the shunt 100 by manipulating one or more sections of the
shunt 100. Further, in some instances, a clinician can utilize a
shunt or shunt system that self-adjusts or passively adjusts to
change the overall flow restriction or flow value of the shunt
over time.

The flow resistance or flow value of a given section of the
shunt can relate to the geometric constraints or properties of
the given section. The geometric constraints or properties can
be one or more of the diameter or radius, the length of the
given section, a cross-sectional area of the flow passage,
surface roughness, or other such geometrics characteristics.
In some embodiments, for purposes of this disclosure, the
flow resistance or flow value can be a numeric representation,
coefficient, or formula upon which the mathematical calcu-
lation for a fluid flow rate through the given section for a given
fluid is predicated. For example, the flow value can represent
aratio of an inner diameter or radius and an axial length of the
given section. A higher flow value could resultin a higher flow
rate. Further, in some embodiments, the flow resistance can
be the inverse of the flow value, e.g., a ratio of an axial length
and an inner diameter or radius of the given section. Gener-
ally, a higher flow resistance would result in a lower flow rate.
Further, the flow resistance can depend mainly on the shunt
length, inner diameter and viscosity of the liquid (Aqueous
Humor).

The flow through the shunt, and thus the pressure exerted
by the fluid on the shunt, is calculated by the Hagen-Poi-
seuille equation:

@ d R xR*
a T _8_;7(

7R* |AP|

_AP
=% T

Ax
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where @ is the volumetric flow rate; V is a volume of the
liquid poured (cubic meters); tis the time (seconds); v is mean
fluid velocity along the length of the tube (meters/second); Ax
is a distance in direction of flow (meters); R is the internal
radius of the tube (meters); AP is the pressure difference
between the two ends (pascals); 1 is the dynamic fluid vis-
cosity (pascalsecond (Pa-s)); and L is the total length of the
tube in the x direction (meters).

For example, the shunt 100 can be configured such that the
flow through the partially restrictive section 110 defines a first
flow resistance or flow value. The main section 112 can define
a first flow cross-sectional area, and the partially restrictive
section 110 can define a second flow cross-sectional area that
is less than the first flow cross-sectional area. The first flow
resistance or flow value can be determined by geometric
constraints or properties of the partially restrictive section
110. Such constraints can include the length of the partially
restrictive section 110, the inner diameter or radius of the wall
118, and other features, such as an inner surface roughness of
the wall 118.

Further, the second flow cross-sectional area or profile of
the partially restrictive section 110 can be any of a variety of
geometric profiles. For example, the second flow cross-sec-
tional area or profile can be circular, rectangular, square,
polygonal, or otherwise shaped. The second flow cross-sec-
tional area or profile can be configured to provide less cross-
sectional area than the main section 112. The second flow
cross-sectional area or profile can be constant or variable
along the longitudinal extent of the partially restrictive sec-
tion 110.

Similarly, the main section 112 can define a flow resistance
or flow value that is different than the first flow resistance or
flow value of the partially restrictive section 110. As with the
first flow resistance or flow value, the flow resistance or flow
value of the main section 112 can be determined by geometric
constraints or properties of the main section 112, as discussed
above. Accordingly, the geometric constraints of the main
section 112 can differ from the geometric constraints of the
partially restrictive section 110, resulting in different flow
resistances or flow values.

The total pressure drop across the shunt AP, , , consisting
of' a main section and a partially constrained section can be

calculated for each section separately as AP, and
AP, ity constrameas @ccording to the formula above:
8dnL
AP= ]
and then by adding the two numbers together:
AP, i 7AP iy AP ity constrainea 1 there are more than 2

sections, then they are added together accordingly.

AP, ,.; for any given shunt represents the minimum IOP in
the eye for any given flow rate ®. The flow rate ® through the
shunt is depending on the shunt location and amount of sur-
rounding tissue resistance normally from about 10% to about
90% of the amount of aqueous production in the eye which is
typically from about 1 to about 3 ul/min.

As illustrated in FIGS. 3-4, the shunt wall 102 can be
configured such that the lumen 104 is large for most of the
shunt length, which would provide very little flow resistance.
However, the inner dimension of the wall 118 of the partially
restrictive section 110 can be much smaller than the inner
dimension of the wall 102, which can constrain flow through
the shunt 100 to the first flow resistance or flow value.
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As illustrated in FIGS. 3-4, the shunt 100 can comprise a
single partially restrictive section 110 and a single main sec-
tion 112. However, the shunt 100 can comprise multiple par-
tially restrictive sections and multiple main sections (see
related embodiments shown in FIGS. 18-19).

A given partially restrictive section can also define a plu-
rality of cross-sectional flow areas or inner diameters. For
example, as illustrated in FIG. 5, the partially restrictive sec-
tion can have distinct steps or subsections that have distinct
cross-sectional flow areas or inner diameters.

FIG. 5 illustrates an embodiment of a shunt 140 in which a
partially obstructive or flow-limiting restrictive section 142
comprises first and second occluding components 150, 152.
The first occluding component 150 and the second occluding
component 152 can be inserted into a lumen 144, formed by
a shunt wall 146 of the shunt 140. The first and second
occluding component 150, 152 can also be pre-assembled
prior to insertion into the shunt lumen 144. The first and
second occluding components 150, 152 can define different
inner cross-sectional dimensions (e.g., diameters) that pro-
vide distinct flow resistances or flow values. Accordingly, in
some embodiments, a clinician can adjust or configure more
than two flow resistances or flow values to manipulate the
overall flow resistance or flow value of the shunt.

In some embodiments, the partially restrictive section can
be formed using a material or component that is formed
separately from the restrictive end and later joined thereto.

For example, similar to the embodiment illustrated in FI1G.
5, the partially restrictive section can be formed using a tube
configured to fit within the shunt lumen. Further, the partially
restrictive section can be formed using a component, coating,
or other material that is layered along the inner surface of the
shunt wall. The component, coating, or other material can
extend at least partially about the circumference of the inner
surface of the shunt wall. In some embodiments, the compo-
nent, coating, or other material can extend fully about the
circumference, and in some embodiments, the component,
coating, or other material can extend longitudinally along the
inner surface of the shunt wall. In any configuration, the
overall cross-sectional flow area of the partially restrictive
section can be less than the overall cross-sectional flow area
of the main section.

In some embodiments, a partially restrictive section can be
formed by varying a dimension of the shunt along that par-
tially restrictive section. Thus, the partially restrictive section
can be formed integrally or of a single, continuous piece of
material with the shunt.

For example, as illustrated in FIG. 6, another embodiment
of'a shunt 180 is illustrated in which a partially obstructive or
flow-limiting restrictive section 182 is formed integrally or as
a single, continuous piece with a main section 184 of the
shunt 180. In these embodiments, a lumen 186 defined by a
wall 188 of the shunt 180 tapers towards a restrictive end 190
thereof as the thickness of the wall 188 increases. The taper-
ing can be linear or nonlinear. In either configuration, the
tapering of the shunt lumen 186 will tend to create a change in
the flow resistance or flow value between the main section
184 and the partially restrictive section 182. Additionally, the
tapering can be stepwise, as similarly shown in the embodi-
ment of FIG. 5.

FIG. 7 illustrates yet another embodiment of a shunt 200
having a plurality of partially obstructive or flow-limiting
restrictive sections 202, 204 and a plurality of main sections
206, 208. The partially restrictive sections 202, 204 can com-
prise identical or different flow resistances or flow values. As
illustrated, the partially restrictive section 202 can define a
slightly longer axial length than the partially restrictive sec-
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tion 204. Accordingly, the flow resistance for the partially
restrictive section 202 can be greater than the flow resistance
for the partially restrictive section 204. In some embodi-
ments, the inner diameter or radius of the partially restrictive
sections 202, 204 can also vary. Further, the main section 206
can be disposed between the partially restrictive sections 202,
204.

As with any of the geometric parameters of embodiments
taught or disclosed herein, the distance between the partially
obstructive or flow-limiting restrictive sections 202, 204 can
be varied in order to achieve a desired overall flow resistance
or flow value for the shunt.

Methods for Adjusting Shunt Flow Resistance

Using a flow-tunable shunt disclosed and taught herein, a
clinician can modify the flow resistance or flow value of one
or more portions of the shunt to adjust the overall flow resis-
tance or flow value of the shunt. This allows the clinician to
ensure that the shunt maintains an optimal overall flow resis-
tance in response to any increase in biological outflow resis-
tance. Thus, during postoperative visits, the clinician can
monitor any changes in the tissue surrounding the shunt or the
drainage channels, measure and track the intraocular pres-
sure, and when necessary, adjust or modify the flow resistance
or flow value in order to maintain an optimal intraocular
pressure.

As noted above, after a shunt is placed in the eye has
healed, the surrounding tissue can create biological outflow
resistance, such as fibrosis, which can limit or reduce the flow
through the shunt. The tissue reaction that changes the overall
outtlow resistance of the shunt typically stabilizes after about
1-10 weeks after the surgery.

A clinician can conduct a post-operative checkup to
modify the shunt in a subsequent procedure after a threshold
period of time has passed. This period of time can be from
about eight weeks to about three months. Often, ten weeks
can be a sufficient amount of time in order to achieve stabi-
lization and healing. If appropriate, the modification of the
shunt can be performed as a matter of course.

As part of the post-operative checkup, the clinician can
verify whether the intraocular pressure is at a desired level.
Generally, normal intraocular pressure is from about 10
mmHg and about 20 mmHg. Should the intraocular pressure
be at an undesirable level (e.g., greater than 20 mmHg), the
clinician can modify the shunt accordingly.

The clinician can modify the shunt to reduce the flow
resistance or flow value of the shunt. For example, the clini-
cian can cut the shunt, and in some cases, remove a portion
thereof from the eye. The cutting of the shunt can increase the
flow through the shunt, thereby relieving and reducing the
intraocular pressure.

Accordingly, in some embodiments, methods and devices
are provided by which a shunt can provide: (1) substantial
initial outflow resistance in order to avoid early low post-op
intraocular pressures and hypotony, and (2) the ability to
subsequent reduce outflow resistance to compensate for a
rising biological outflow resistance (e.g., fibrosis of the tar-
geted space).

Mechanical Modification of the Shunt

In order to change the flow resistance or flow value of the
shunt, some embodiments of the shunt can be configured such
that the clinician can splice, cut, puncture, or otherwise
remove one or more aspects, fragments, or sections or all of
the partially obstructive or flow-limiting restrictive section (s)
of the shunt. In some instances, the clinician can cut off a
portion of the restrictive end of the shunt and thereby open up
the flow for an optimal long-term intraocular pressure perfor-
mance.
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In some methods, the shunt can be positioned such that a
restrictive end is disposed in the anterior chamber of the eye.
Further, in some methods, the shunt can be positioned such
that a restrictive end is disposed in the targeted space or a
location of lower pressure. Furthermore, in some embodi-
ments, the shunt can be configured and positioned such that
one or more partially obstructive or flow-limiting restrictive
sections or ends are situated in the anterior chamber and the
targeted space.

For example, FIG. 8 illustrates a shunt 300 that is
implanted into an eye 302. The shunt 300 can comprise a
restrictive end 304 and a clear end 306. The restrictive end
304 can be positioned in the anterior chamber 310 of the eye
302. Further, the clear end 306 can be placed in a subconjunc-
tival space 320 of the eye 302. Thus, the shunt 300 can be
operative to provide pressure relief of the fluid in the anterior
chamber 310 to a location of lower pressure, the subconjunc-
tival space 320 of the eye 302. As noted above, while the
restrictive end 304 can tend to ensure that the condition of low
intraocular pressure is avoided, such as hypotony, over time,
certain biological outflow restrictions can be formed, which
can reduce the overall outflow or flow rate of the shunt 300.
Accordingly, a clinician can modify the shunt 300 in order to
change the flow resistance or flow value of the shunt 300 to
compensate for later-developing biological outflow restric-
tions.

FIG. 9-11 illustrate different aspects of embodiments in
which the shunt can be mechanically modified. For example,
FIG. 9 illustrates an embodiment of a method for mechani-
cally modifying the shunt 300 in order to adjust the flow
resistance or flow value of the shunt 300. As illustrated, a
mechanical cutting device 340 can be moved into the anterior
chamber 310 of the eye 302. The cutting device 340 can
comprise one or more sharpened portions configured to
engage or cut the shunt 300. For example, the cutting device
340 can comprise a needle having a sharpened end, scissors,
or other micro devices suitable for use in the eye 302.

Once the cutting device 340 is moved into the anterior
chamber 310, a portion 342 of the restrictive end 304 can be
removed from the shunt 300. The portion 342 can be all or part
of a partially obstructive or flow-limiting restrictive section
352 of the shunt 300. As illustrated, in some embodiments,
the portion 342 can be an entirety of the partially restrictive
section 352 of the shunt 300, which can be removed from the
shunt 300 by cutting the shunt 300 at a location distal to the
partially restrictive section 352 of the restrictive end 304.
Thereafter, in embodiments in which the shunt 300 comprises
only a single partially restrictive section, such as partially
restrictive section 352, the remainder of the shunt 300 will be
the main portion, which can have generally a constant cross-
sectional area and/or profile. As such, by removing the por-
tion 342, the flow resistance of the shunt 300 will decrease.
Further, the flow value of the shunt 300 will increase.

Some embodiments of the method can be implemented
such that only a portion of the partially restrictive section 352
is removed from the shunt 300. For example, the cutting
device 340 can cut the shunt 300 such that half of the partially
restrictive section 352 remains interconnected with the shunt
300. As such, although the flow resistance of the shunt 300
will decrease, the flow resistance will be higher than it other-
wise would be if the entire partially restrictive section 352
were removed. Various implementations of methods can be
performed such that more or less of a partially restrictive
section(s) are removed during a modification procedure.
Accordingly, a clinician can selectively tune the flow resis-
tance or flow value of the shunt based on specific parameters
or properties of the surrounding tissue and the shunt.
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In accordance with some embodiments, the shunt can also
be positioned such that the restrictive end thereof is posi-
tioned in the targeted space or location of lower pressure, such
as in the subconjunctival space of the eye. For example, FIG.
10 illustrates a shunt 380 having a partially obstructive or
flow-limiting restrictive section 382 in a restrictive end 384
thereofthat is positioned in the subconjunctival space 320. In
such implementations, the partially restrictive section 382 or
restrictive end 384 of the shunt 380 can be manipulated to
adjust the flow resistance or flow value of the shunt 380.

Similar to the embodiment discussed above in FIG. 9, a
cutting device can be inserted into the subconjunctival space
320 in order to modify the restrictive end 384.

For example, the cutting device can be a needle that cuts at
least a portion or shunt fragment 390 of the restrictive end 384
from the shunt 380. The cutting of the restrictive end 384 in
the subconjunctival space 320 can be achieved through a
needle manipulation of the shunt 380. This can be performed
similar to a needling procedure, in which a 27GA or 30GA
needle is entered under the conjunctiva within a few millime-
ters from the restrictive end 384. The tip of the needle can then
be carefully advanced toward the restrictive end 384. Subse-
quently, through a cutting motion, the tip of the needle can
then cut a shunt fragment 390 of the restrictive end 384 in
order to adjust the flow resistance or flow value of the shunt
380. This needle procedure can also be performed at the slit
lamp under topical numbing only. In some embodiments,
such as that illustrated in FIG. 10, the entire partially restric-
tive section 382 can be severed from the shunt 300.

Referring now to FIG. 11, after the shunt 380 has been
modified by the cutting device, the displaced or severed shunt
fragment 390 of the shunt 380 can be removed from or repo-
sitioned within the subconjunctival space 320 in a position
adjacent to a modified end 392 of the shunt 382. For example,
the modified end 392 of the shunt 382 can be spaced apart
from the shunt fragment 390 such that a small space or is
present between the modified end 392 and the shunt fragment
390. Inthis manner, outflow through the modified end 392 can
generally remain clear. In particular, the shunt fragment 390
can act as a spacer that will tend to prevent blockage and
preserve outflow through the modified end 392. This can be
particularly true for a shunt material that remains very quiet in
the eye, such as a gelatin material. In some embodiments, the
shunt fragment 390 can be spaced apart from the modified end
392 by from about 0.2 mm to about 2 mm. Further, the shunt
fragment 390 can be spaced apart from the modified end 392
by from about 0.5 mm to about 1 mm.

Laser Modification of the Shunt

Some embodiments of the shunts and methods disclosed
herein can be provided such that the shunt can be modified
using a laser procedure. FIGS. 12-14 illustrate aspects of
methods in which a shunt is modified using a laser.

For example, FI1G. 12 illustrates a method for modifying a
shunt 400 implanted in an eye 402. While FIG. 12 illustrates
that the shunt 400 can comprise arestrictive end 404 placed in
an anterior chamber 406 of the eye 402, other implementa-
tions of methods can be provided in which a restrictive end is
located in a targeted space or a location of lower pressure. For
example, FIGS. 13-14 illustrate a method for moditying a
shunt 410 in an eye 412, wherein the shunt 410 includes a
restrictive end 414 disposed in a targeted space, shown as a
subconjunctival space 416 and an opposing end that extends
into an anterior chamber 418 of the eye 412.

Similar to the embodiments discussed above with respect
FIGS. 9-11, the laser procedures for modifying the shunts
400, 410 can allow a clinician to at least partially cut and/or
separate a shunt fragment from the partially obstructive or
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flow-limiting restrictive section of the shunt. The shunt frag-
ment that is at least partially cut and/or separated from the
shunt can be removed from the eye or left in place, as similarly
discussed above (the details of which can also be imple-
mented in laser embodiments). For example, in FIG. 12, a
shunt fragment 408 that is separated from the restrictive end
404 of the shunt 400 can be extracted from the anterior cham-
ber 406.

However, in FIGS. 13-14, a shunt fragment 420 that is
separated from the shunt 410 can either be removed from the
subconjunctival space 416 or positioned within the subcon-
junctival space 416 to act as a spacer, as discussed above with
regard to FIG. 11. As similarly discussed above with respect
to FIG. 11, after the shunt 410 has been modified by the laser,
the displaced or separated shunt fragment 418 of the shunt
410 can be removed from or repositioned within the subcon-
junctival space 416 in a position adjacent to a modified end
422 of the shunt 410.

For example, the shunt fragment 418 can be spaced apart
from the modified end 422 of the shunt 410 such that a small
space or gap is present between the modified end 422 and the
shunt fragment 418. In this manner, outflow through the
modified end 422 can generally remain open and less
restricted. The shunt fragment 418 can act as a spacer that will
tend to prevent blockage, local fibrosis buildup and preserve
outflow through the modified end 422. In some embodiments,
the shunt can advantageously be fabricated from a material
that remains very quiet in the eye, such as a gelatin material.
The shunt fragment 418 can be spaced apart from the modi-
fied end 422 by from about 0.2 mm to about 2 mm. In some
embodiments, the shunt fragment 418 can be spaced apart
from the modified end 422 by from about 0.5 mm to about 1
mm.

In accordance with some methods, the laser procedure can
be performed using one or more lasers to modify the configu-
ration of the shunt. For example, the laser can comprise a
surgical or treatment beam and an aiming beam. The modifi-
cation or laser cutting can be achieved by using a single higher
power laser or by crossing two or more lower power lasers. In
some instances, the laser procedure can be implemented
using two aiming beams that target a given location and then
using one or more treatment beams to modify the shunt.

In some methods, the treatment beam(s) can be a photo-
disruptive YAG laser. The treatment beam(s) and the aiming
beam(s) can also be used in a slit lamp configuration. For
example, the laser implant cutting procedure can be per-
formed by aligning a pair of aiming beams and then pulsing
one or more YAG lasers in a slit lamp configuration to target
and cut or modify the restrictive end of a shunt.

The treatment beam(s) can be pulsed at a wavelength of
532 nm, 635 nm, 808 nm, 940 nm, 1053 nm, 1064 nm, 1120
nm, 1320 nm, 1440 nm, and/or 1540 nm. In some embodi-
ments, the wavelength can be 1064 nm.

The treatment beam(s) can be pulsed laser beam with a
pulse duration of 1 ns to 1 ms, a pulse repetition rate from
single shot to 100 Hz and a pulse energy from 0.2 mJ to 10 mJ.
The pulse energy can be from about 2 mJ to about 6 mJ.

In some embodiments the pulse duration can be 3 ns and
the pulse energy can be 3 mlJ.

The laser focusing angle is from about 10 degrees to about
30 degrees. The focusing angle can be from about 14 degrees
to about 20 degrees. Further, in some embodiments, the
focusing angle can be about 16 degrees.

The treatment beam(s) can have a beam waist diameter or
“spot size” of from about 1 um to about 20 pm. The spot size
can be from about 6 pm to about 15 pm. In some embodi-
ments, the spot size can be about 8 pm.
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According to some methods, two intersecting aiming
beams (illustrated in FIGS. 12-14 as 426) can be overlapped
atatarget location. For example, in FIG. 12, the aiming beams
426 can be overlapped or crossed such that an overlap point or
target location 432 of the beams lies on or targets a top surface
434 of the shunt 400 or conjunctival tissue above the shunt
400. In FIGS. 13 and 14, the aiming beams 426 can be
overlapped or crossed at an overlap point or target location
438, which can be along the top surface 434 of the shunt 410.
However, in various methods, the overlap points 432, 438 can
be moved to another location as desired, such as along a
bottom surface 442 of the shunt 410. When the aiming beams
426 are properly aligned, one or more additional lasers can be
used to modity the shunt.

Further, while the overlap point or target location of the
aiming beams 426 can be at a first location, the treatment
beam(s) can be focused to a different point or second location.
For example, the focus of the treatment beam(s) can be
adjusted to be deeper past the overlap point or target location,
to extend further to the tissue. The focus of the treatment
beam(s) can be offset by a depth offset 440 (shown for
example, in FIG. 13). The depth offset 440 can be a distance
beyond the overlap point or target location where the laser
beam is focused. While in some embodiments the depth offset
440 can be a depth as generally measured from the top or
uppermost surface or edge of the shunt (when the overlap
point or target location is at the top surface of the shunt), the
depth offset 440 can also be generally measured from the
bottom surface of the shunt (when the overlap point or target
location is at the bottom surface of the shunt). The depth
offset 440 can be from about 50 um to about 400 um. In some
embodiments, the depth offset can be spaced at about 250 um
from the aiming beam intersection point.

According to some embodiments, the alignment of the
treatment and aiming beam(s), as well as the firing of the
treatment beam(s) is done with a manual slit lamp actuator
and fire bottom. Such embodiments can provide sufficient
precision to effectively implement the procedure.

With a proper alignment, the shunt 400, 410 can be modi-
fied (e.g., cut or broken) with a single shot at around 3 mJ
pulse energy. According to some embodiments, a reliable/
typical cutting can be achieved with 3-5 pulses placed in the
same focal area with only minimal adjustments in between.

For example, as shown in FIG. 13, the aiming beams 426
can overlap at point 438 generally along the top surface 434 of
a 300 um diameter gelatin shunt 410. The aiming beams 430
can be focused at a depth offset of about 250 um, which will
focus the beams deeper toward the bottom surface 442 of the
shunt 410. In such embodiments, the intersecting aiming
beams 430 will tend to be focused on the bottom surface 442
of the shunt 410, which will generally cause cracking and
cutting of the shunt 410 from the bottom up. In this manner,
any potential tissue damage of the conjunctiva above the
shunt 410 (e.g., conjunctival perforations) can be avoided.

Additionally, in accordance with some methods, a lens 470
can be used to improve accuracy of the targeting. By improv-
ing the accuracy, a clinician can avoid hitting a blood vessel
with a laser pulse and the visual obstruction that would result
therefrom. Further, the use of a lens 470 can also help create
a better optical beam entrance interface into the eye 412. In
some methods, the lens 470 can be a small flat or plano-
convex glass piece.

The lens 470 can be placed adjacent to the eye 412 near the
location of the restrictive end 414 of the shunt 410. When
placed adjacent to the eye 412, a convex side of the lens 470
can face down towards the conjunctiva/shunt. In some meth-
ods, the lens 470 can be pushed onto the area over the implant
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during the laser cutting. Thereafter, the treatment and aiming
beam(s) can be utilized according to an implementation dis-
closed are taught herein.

Modification Through Dissolution

Additional methods and devices can also be provided in
which a flow-tunable shunt provides early hypotony protec-
tion and a later, gradual lessening of the flow restriction
without any post-op surgical intervention (such as the cutting
above). In some embodiments, whether used independently
of or in conjunction with other aspects of embodiments dis-
closed herein, the shunt can also comprise an unobstructive or
unrestrictive main section and a partially obstructive, restric-
tive, or flow-limiting dissolvable plug or section. The main
section and/or the restrictive section can also be detachable or
separable from the shunt, as discussed in embodiments above.

The shunt can be configured such that flow can move more
easily through the main section than through the partially
restricted section. The main section can comprise a wall that
defines a first flow cross-sectional area. The partially restric-
tive dissolvable section can comprise a wall that defines an
aperture, lumen, or channel through which fluid can pass, but
with greater resistance than through the main section. Thus, in
some embodiments, the presence of a dissolvable section can
slow, but not entirely restrict flow through the shunt. Instead,
a dissolvable section can be located so as to restrict flow at
early stages after the surgical procedure, but to dissolve over
time, thereby increasing flow through the dissolvable section
and hence, through the shunt.

In some embodiments, the shunt can comprise one or more
partially restrictive dissolvable sections. For example, the
shunt can comprise a partially restrictive dissolvable section
at a single end thereof. The shunt can comprise two or more
partially restrictive dissolvable sections, spaced close
together or spaced apart from each other at opposing ends of
the shunt. In some methods, a partially restrictive dissolvable
section can be placed either in the anterior chamber or in an
area of lower pressure, such as the subconjunctival space. An
aspect of some embodiments is the realization that there may
be anadvantage to placing a dissolvable section in the anterior
chamber (compared with having the dissolvable section only
in the subconjunctival space) due to the possibility that par-
ticulate or debris could float into the shunt lumen and block
flow through a dissolvable section in the subconjunctival
space.

Further, the partially restrictive section(s) can comprise a
wall that defines an aperture, lumen, or channel. As noted
similarly with regard to other embodiments above, the wall of
the partially restrictive section(s) can define a second flow
cross-sectional area. The second flow cross-sectional area can
be less than the first flow cross-sectional area of the main
section. In some embodiments, the wall(s) can define
aperture(s), lumen(s), or channel(s) that are generally tubular.
Further, the aperture(s), lumen(s), or channel(s) can be
square, polygonal, triangular, or other varieties of random
shapes. The wall(s) can be configured such that the
aperture(s), lumen(s), or channel(s) can extend along a cen-
tral axis of the partially restrictive section(s). However, the
aperture(s), lumen(s), or channel(s) can also extend longitu-
dinally along the partially restrictive section while traversing
and/or spaced apart from the central axis of the partially
restrictive section. Further, the aperture(s), lumen(s), or chan-
nel(s) can be encircled by the material forming the partially
restrictive section. However, the aperture(s), lumen(s), or
channel(s) can also be formed intermediate the wall of the
partially restrictive section and the wall of the main section.

Additionally, the material forming the partially restrictive
dissolvable section(s) of the shunt can be configured to dis-
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solve according to a desired dissolution rate, dissolution
order, and/or dissolution pattern. A partially restrictive dis-
solvable section can comprise more than one type of material.
The material(s) can be layered axially, circumferentially off-
set, or otherwise positioned to provide a differential or staged
dissolution order or pattern. The material(s) can have variable
or different dissolution rates.

Referring to FIGS. 15-22, various embodiments of shunts
having a partially restrictive section. FIG. 15 illustrates a
shunt 500 having a first end 502. The first end 502 comprises
a partially restrictive section 504. The partially restrictive
section 504 can comprise a material that is loaded into a
lumen 506, formed by a wall 508 of the shunt 500 or coated
onto the shunt wall 508. For example, in some embodiments,
the material of the partially restrictive section 504 can be
formed by dipping the shunt 500, coating the shunt 500,
laminating the shunt 500, layering the shunt 500 over the
partially restrictive section 504, pushing a plug or tube of
material into the shunt 500, or otherwise loading material
onto the wall 508 or into the lumen 506.

FIGS. 16 A-B illustrate the first end 504 at different stages
of dissolution. FIG. 16A illustrates an embodiment of the
partially restrictive section 504 prior to implantation and dis-
solution. As illustrated generally, the partially restrictive sec-
tion 504 comprises an aperture or channel 510 for allowing at
least some fluid flow therethrough. Accordingly, for a short
period after being installed, the shunt 500 will provide mini-
mal flow therethrough, thus tending to avoid hypotony.

However, as shown in FIG. 16B, the partially restrictive
section 504 can dissolve over time such that the aperture or
channel 510 will increase in size, thus permitting greater flow
therethrough. In some embodiments, as the section 504 dis-
solves, the aperture or channel 510 will tend to approximate
or become generally the same dimension as the shunt wall
508. Such dissolution can tend to increase flow in order to
compensate for later increased biological outflow restric-
tions.

The embodiments shown in FIGS. 17-19 illustrate shunts
having more than one partially restrictive section. These
shunts can be configured to vary the number of partially
restrictive sections, the length(s) of the partially restrictive
section(s), the inner diameter or size of the apertures or chan-
nels of the partially restrictive section(s), the material used for
each partially restrictive section, spacing relative to each
other and the shunt, etc.

For example, FIG. 17 illustrates a shunt 550 having a pair
of partially restrictive sections 552 and 554 positioned at a
first end 556 of the shunt 550. The sections 552, 554 are
positioned contiguously without a spaced therebetween. FI1G.
18 illustrates another shunt 570 having partially restrictive
sections 572, 574, 576 positioned adjacent to each other at a
first end 578 of the shunt 570. While the sections 572, 574 are
positioned contiguously, the section 576 is spaced apart from
the other sections 572, 574. FIG. 19 illustrates yet another
shunt 590 having first and second ends 592, 594. Each end
592, 594 comprises a partially restrictive section 596, 598.

FIGS. 20-22 also illustrate possible aspects of some
embodiments. For example, FIG. 20 illustrates a shunt 610
having a partially restrictive section 612. The partially restric-
tive section 612 can comprise axially nested layers 614, 616.
FIG. 21 illustrates a shunt 630 having a partially restrictive
section 632. The partially restrictive section 632 can have a
variable diameter aperture or channel 634. Further, while
some illustrated embodiments show that a partially restrictive
section can extend only to the end of the shunt or only within
the shunt lumen, FIG. 22 illustrates a shunt 650 having a
partially restrictive section 652 that extends axially beyond an
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end 654 of the shunt 650. The embodiments of FIG. 22 can be
formed by dipping the shunt end 654 into a desired material,
for example. As such, various embodiments can comprise any
of a variety of geometries.

Shunt Materials

All or only a portion of a shunt may be dissolvable. For
example, the dissolvable section can comprise a dissolvable
biocompatible material. The material can be configured to
dissolve over a set or desired period of time, from days to
months, based on how long hypotony protection is desired.

In some embodiments, the material selected for the shunt
can be a gelatin or other similar material. In some embodi-
ments, the gelatin used for making the shunt can be a gelatin
Type B from bovine skin. A preferred gelatin is PB Leiner
gelatin from bovine skin, Type B, 225 Bloom, USP. Another
material that may be used in the making of the shunts is a
gelatin Type A from porcine skin, also available from Sigma
Chemical. Such gelatin is available is available from Sigma
Chemical Company of St. Louis, Mo. under Code G-9382.
Still other suitable gelatins include bovine bone gelatin, por-
cine bone gelatin and human-derived gelatins. In addition to
gelatins, microfistula shunt may be made of hydroxypropyl
methylcellulose (HPMC), collagen, polylactic acid, polygly-
colic acid, hyaluronic acid and glycosaminoglycans.

The shunt material can be cross-linked. For example, when
a gelatin is used, cross-linking can increase the inter- and
intramolecular binding of the gelatin substrate. Any means
for cross-linking the gelatin may be used. In some embodi-
ments, the formed gelatin shunts can be treated with a solu-
tion of a cross-linking agent such as, but not limited to,
glutaraldehyde. Other suitable compounds for cross-linking
include 1-ethyl-3-[3-(dimethylamino)propyl]carbodiimide
(EDC). Cross-linking by radiation, such as gamma or elec-
tron beam (e-beam) may be alternatively employed.

The dissolvable section can comprise a material that is
identical, similar, or different from the material of the shunt.
In some embodiments, the dissolvable section material can be
made out of a gelatin, which can be similar to a gelatin used
to make the shunt, with the gelatins differing in the amount of
crosslinking each has undergone.

In some embodiments, the shunt can be cross-linked by
contacting the shunt with a solution of about 25% glutaral-
dehyde for a selected period of time. One suitable form of
glutaraldehyde is a grade 1G5882 glutaraldehyde available
from Sigma Aldridge Company of Germany, although other
glutaraldehyde solutions may also be used. The pH of the
glutaraldehyde solution should preferably be in the range of 7
to 7.8 and, more preferably, 7.35-7.44 and typically about
7.4.+-.0.01. If necessary, the pH may be adjusted by adding a
suitable amount of a base such as sodium hydroxide as
needed.

For example, a “permanent” implant can be crosslinked by
keeping it in a 25% Gluderaldehyde solution for 16 hours.
This saturates the crosslinking and results in a permanent
implant that does not dissolve over any meaningful time
frame (e.g., 10 years). However, in such embodiments, a
gelatin that has undergone much less crosslinking (using a
lower crosslinking time and/or a lower Gluderaldehyde con-
centration) can be used for the dissolvable section. By low-
ering the crosslinking time and/or the amount of Gluderalde-
hyde concentration, less than complete crosslinking can be
achieved, which results in a dissolving material over an
adjustable time frame. Other dissolvable materials and other
crosslinking techniques can be used to provide the dissolv-
able section.

According to some methods, by adjusting the Gluderalde-
hyde concentration, crosslinking time, crosslinking tempera-
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ture and/or the geometry of the dissolvable section, the dis-
solving time can be from at least about 15 minutes to several
years. The dissolving time can also be from at least about 1
hour to several months. For example, a completely non-
crosslinked gelatin dissolvable section can dissolve in about
20 minutes. Therefore, the Gluderaldehyde concentration,
crosslinking time, and/or the geometry (longitudinal length,
aperture or channel size, etc.) of the dissolvable section can be
modified accordingly to adjust the dissolution rate of the
dissolvable section.

Regarding the design considerations for shunt inner
dimension or diameter and length and dissolvable section
length and channel dimensions, longer “pipes” have higher
fluid resistance and fluid resistance decreases as “pipe” radius
and cross-sectional area increase. Specifically, flow and
resulting pressure values can be determined using formulas
known in the art. The flow rate for flow through a tube having
different interior cross sections can be calculated using such
formulas. Calculating laminar flow through a tube can be
performed using the Hagen-Poiseuille equation:

dav

, #R' AP\ mR*|AP|
dr = ( )_

T8y VAx ) 8y L

In the above formula, @ is the volumetric flow rate, V is a
volume of the liquid poured (cubic meters), t is the time
(seconds), V is mean fluid velocity along the length of the tube
(meters/second), x is a distance in direction of flow (meters),
R is the internal radius of'the tube (meters), AP is the pressure
difference between the two ends (pascals), 7] is the dynamic
fluid viscosity (pascal-second (Pa-s)), L is the total length of
the tube in the x direction (meters). Assuming that the flow
restriction of a large lumen shunt is insignificant, the pressure
difference AP between the shunt entrance and exit is given by
the length IL and the inner diameter (radius R) of the plugged/
constricted part of the shunt only.

Additionally, in accordance with some methods, the shunts
of any of FIGS. 3-23 may be made by dipping a core or
substrate such as a wire of a suitable diameter in a solution of
material, such as gelatin. In some methods, in order to form
shunts having one or more restrictive sections (e.g., dissolv-
able portions), a core or substrate can be configured to include
one or more peaks, valleys, protrusions, and/or indentations
corresponding to the desired inner profile of the shunt. The
core or substrate can be coated or dipped multiple times in
order to become coated with a desired number of layers or
materials. For example, a core or substrate can have a first
section having a small outer diameter and a second section
having a large outer diameter. The section having a smaller
outer diameter can be coated or dipped in a solution such that
the outer diameter along the first section is generally equal to
the large outer diameter of the second section. Thereafter, the
first and second sections of the core or substrate can be
immersed in a solution and dried. When removed, the shunt
can therefore have an inner diameter that narrows in a
restricted section thereof, which corresponds to the first sec-
tion of the core or substrate. Other details and features of
methods of preparing and fabricating a shunt are disclosed in
U.S. Application Publication Nos. 2012/0197175, filed on
Dec. 8, 2011 and Ser. No. 13/314,939, filed on Dec. 8, 2011,
the entireties of each of which are incorporated herein by
reference.

Inthe case of a gelatin implant, the solution can be prepared
by dissolving a gelatin powder in de-ionized water or sterile
water for injection and placing the dissolved gelatin in a water
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bath at a temperature of about 55° C. with thorough mixing to
ensure complete dissolution of the gelatin. In one embodi-
ment, the ratio of solid gelatin to water is about 10% to 50%
gelatin by weight to 50% to 90% by weight of water. In some
embodiments, the gelatin solution includes about 40% by
weight, gelatin dissolved in water. The resulting gelatin solu-
tion preferably is devoid of any air bubbles and has a viscosity
that is from about 200 cp (centipoise) to about 500 cp. The
solution can also have a viscosity from about 260 to about 410
cp.

As discussed further herein, the gelatin solution may
include biologics, pharmaceuticals, drugs, and/or other
chemicals selected to regulate the body’s response to the
implantation of the shunt and the subsequent healing process.
Examples of suitable agents include anti-mitolic pharmaceu-
ticals such as Mitomycin-C or 5-Fluorouracil, anti-VEGF
(such as Lucintes, Macugen, Avastin, VEGF or steroids),
anti-coagulants, anti-metabolites, angiogenesis inhibitors, or
steroids. By including the biologics, pharmaceuticals, drugs,
or other chemicals in the liquid gelatin, the formed shunt will
be impregnated with the biologics, pharmaceuticals, drugs, or
other chemicals.

Drug-Eluting Shunts

In accordance with some embodiments, the shunt can com-
prise a drug or drug-eluting portion for drug delivery to one or
more target locations within the eye. A drug-eluting portion
can be provided in combination with any of the embodiments
disclosed or taught herein. For example, shunts such as those
illustrated in FIG. 3-14 or 15-22 can comprise a drug-eluting
portion. Thus, some embodiments provide a shunt that also
operates as a drug delivery device inside the eye.

One or more drugs can be carried by the shunt for delivery
to the target location(s). The shunt itself can carry a drug and
can be partially or completely dissolvable. For example, one
or more drugs can be carried in one or more dissolvable
coating(s) along a surface of the shunt. The drug-eluting
dissolvable coating(s) can extend along the entire length or
only a portion of the length of the shunt. The drug(s) can also
be carried as a component of a dissolvable section, according
to some embodiments. In some embodiments, a time con-
trolled drug release can be achieved by configuring the dis-
solvable coating or portion to provide a desired dissolution
rate. Such drug-eluting portion(s) of the shunt can therefore
provide a drug delivery, even without aqueous flow.

Aspects related to embodiments of drug delivery shunts are
discussed in co-pending U.S. Application Publication No.
2012/0197175, filed on Dec. 8, 2008, the entirety of which is
incorporated herein by reference.

Various types of drugs can be used, including, glaucoma
drugs, steroids, other anti-inflammatory, antibiotics, dry eye,
allergy, conjunctivitis, etc.

At least a section of the shunt can comprise one or more
drugs to provide a drug-eluting portion. In some embodi-
ments, one or more drugs can be provided along the entire
length of the shunt. However, in some embodiments, one or
more drugs can be provided along less than the entire shunt or
along only a portion of the shunt. For example, a drug can be
integrated into only one of the ends of the shunt to provide a
single drug-eluting end which can be placed into the anterior
chamber or location of lower pressure. Further, other than
being formed along an end of the shunt, the drug-eluting
portion can also be formed along an intermediate portion of
the shunt. Accordingly, embodiments can provide a targeted
drug release inside the anterior chamber, inside the sclera,
and/or in the subconjunctival space, depending on the loca-
tion and configuration of the drug-eluting portion(s).
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In some embodiments, the shunt can comprise multiple
drug-eluting portions, which can each be formed to provide
different dissolving times and/or have different drugs embed-
ded therein. Accordingly, in some embodiments, two or more
drugs can be delivered simultaneously on independent release
timings.

For example, the shunt can comprise multiple dissolvable
sections, which can each be formed to provide different dis-
solving times and/or have different drugs embedded therein.

The shunt can also be implanted into the suprachoroidal
space (which one end in the anterior chamber and the other
end in the suprachoroidal space or with the entire shunt being
completely suprachoroidal) with the ability to deliver drugs at
either or both ends or along an intermediate portion thereof.
Some methods can be implemented such that multiple shunts
(with the same or different drugs and with the same or differ-
ent release timings) can be implanted in different places (e.g.,
the subconjunctival space, the suprachoroidal space, the ante-
rior chamber, etc.).

For example, referring to FIG. 23, a shunt 700 can be
implanted into an eye 702. The shunt 700 can extend not only
within an anterior chamber 704 of the eye 702, but also at least
partially within the sclera 706 and the subconjunctival space
708. Accordingly, the opportunity is provided to configure the
shunt 700 to comprise one or more drug-eluting portions to
provide a targeted drug delivery to the anterior chamber 704,
the sclera 706, the subconjunctival space 708, and/or other
locations in the eye 702.

In the illustrated embodiment, a dissolvable coating can be
placed onto the inner and/or outer surface of the shunt 700.
Further, the shunt 700 can comprise one or more dissolvable
sections positioned within a lumen of the shunt. Thus, one or
more drugs can be delivered to one or more locations within
the eye 702.

Tissue Compatible Shunts

In some embodiments, the shunt can comprise a material
that has an elasticity modulus that is compatible with an
elasticity modulus of tissue surrounding the shunt. For
example, the intraocular shunt can be flexible, and have an
elasticity modulus that is substantially identical to the elas-
ticity modulus of the surrounding tissue in the implant site. As
such, embodiments of the intraocular shunt can be easily
bendable, may not erode or cause a tissue reaction, and may
not migrate once implanted.

Accordingly, when implanted in the eye using an ab intern
procedure, such as some methods described herein, embodi-
ments of the intraocular shunt may not induce substantial
ocular inflammation such as subconjunctival blebbing or
endophthalmitis. Additional exemplary features of embodi-
ments of the intraocular shunt are discussed in further detail
below. In this manner, embodiments of the shunt can be
configured to have a flexibility compatible with the surround-
ing tissue, allowing the shunt to remain in place after implan-
tation without the need for any type of anchor that interacts
with the surrounding tissue. Consequently, some embodi-
ments of the shunt can thereby maintain fluid flow away from
an anterior chamber of the eye after implantation without
causing irritation or inflammation to the tissue surrounding
the eye.

As discussed in applicant’s co-pending application, U.S.
application Ser. No. 13/314,939, filed on Dec. 8, 2011, the
entirety of which is incorporated herein by reference, elastic
modulus or the modulus of elasticity, is a mathematical
description of an object or substance’s tendency to be
deformed elastically when a force is applied to it. See also
Gere (Mechanics of Materials, 6th Edition, 2004, Thomson)
(the content of which is incorporated by reference herein in its
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entirety). The elasticity modulus of a body tissue can be
determined by one of skill in the art. See, e.g., Samani et al.
(Phys. Med. Biol. 48:2183, 2003); Erkamp et al. (Measuring
The Elastic Modulus Of Small Tissue Samples, Biomedical
Engineering Department and Electrical Engineering and
Computer Science Department University of Michigan Ann
Arbor, Mich. 48109-2125; and Institute of Mathematical
Problems in Biology Russian Academy of Sciences, Push-
chino, Moscow Region 142292 Russia); Chen et al. (IEEE
Trans. Ultrason. Ferroelec. Freq. Control 43:191-194, 1996);
Hall, (In 1996 Ultrasonics Symposium Proc., pp. 1193-1196,
IEEE Cat. No. 96CH35993, IEEE, New York, 1996); and
Parker (Ultrasound Med. Biol. 16:241-246, 1990), the con-
tents of each of which are incorporated by reference herein in
its entirety.

The elasticity modulus of tissues of different organs is
known in the art. For example, Pierscionek et al. (Br J Oph-
thalmol, 91:801-803, 2007) and Friberg (Experimental Eye
Research, 473:429-436, 1988), both incorporated by refer-
ence herein in their entirety, show the elasticity modulus of
the cornea and the sclera of the eye. Chen, Hall, and Parker
show the elasticity modulus of different muscles and the liver.
Erkamp shows the elasticity modulus of the kidney.

In some embodiments, the shunt can comprise a material
that has an elasticity modulus that is compatible with the
elasticity modulus of tissue in the eye, particularly scleral
tissue. In certain embodiments, compatible materials are
those materials that are softer than scleral tissue or marginally
harder than scleral tissue, yet soft enough to prohibit shunt
migration. The elasticity modulus for anterior scleral tissue is
about 2.9x£1.4x106 N/m2, and 1.8+1.1x106 N/m2 for poste-
rior scleral tissue. In some embodiments, the material can
comprise a gelatin. In some embodiments, the gelatin can
comprise a cross-linked gelatin derived from Bovine or Por-
cine Collagen. Further, the shunt can comprise one or more
biocompatible polymers, such as polycarbonate, polyethyl-
ene, polyethylene terephthalate, polyimide, polystyrene,
polypropylene, poly(styrene-b-isobutylene-b-styrene), or
silicone rubber.

Optional Shunt Features

As discussed in Applicant’s co-pending application, U.S.
application Ser. No. 13/314,939, filed on Dec. 8,2011, and in
U.S. Application Publication No.2012/0197175, filed Dec. 8,
2011, the entireties of each of which is incorporated herein by
reference, some embodiments of the shunt can comprise
optional features. For example, some embodiments can com-
prise a flexible material that is reactive to pressure, i.c., the
dimension or diameter of the flexible portion of the shunt
fluctuates depending upon the pressures exerted on that por-
tion of the shunt. Further, the shunt can comprise one or more
side ports. Additionally, embodiments of the shunt can also
comprise overflow ports. Some embodiments of the shunt can
also comprise one or more prongs at an end thereof'in order to
facilitate conduction of fluid flow away from an organ. In
accordance with some embodiments, the shunt can also be
configured such that an end of the shunt includes a longitu-
dinal slit. Other variations and features of the shunt can be
incorporated into embodiments disclosed herein.

In addition to providing a safe and efficient way to relieve
intraocular pressure in the eye, it has been observed that
implanted shunts disclosed herein can also contribute to regu-
lating the flow rate (due to resistance of the lymphatic outflow
tract) and stimulate growth of functional drainage structures
between the eye and the lymphatic and/or venous systems.
These drainage structures evacuate fluid from the subcon-
junctiva which also result in a low diffuse bleb, a small bleb
reservoir or no bleb whatsoever.
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The formation of drainage pathways formed by and to the
lymphatic system and/or veins may have applications beyond
the treatment of glaucoma. Thus, the methods of shunt
implantation may be useful in the treatment of other tissues
and organs where drainage may be desired or required.

In addition, it has been observed that as a fully dissolvable
shunt absorbs, a “natural” microfistula shunt or pathway lined
with cells is formed. This “natural” shunt is stable. The
implanted shunt stays in place (thereby keeping the opposing
sides of the formed shunt separated) long enough to allow for
a confluent covering of cells to form. Once these cells form,
they are stable, thus eliminating the need for a foreign body to
be placed in the formed space.

Deployment Devices

Deployment into the eye of an intraocular shunt according
to this disclosure can be achieved using a hollow shaft con-
figured to hold the shunt, as described herein. The hollow
shaft can be coupled to a deployment device or part of the
deployment device itself. Deployment devices that are suit-
able for deploying shunts according to the invention include,
but are not limited to the deployment devices described in
U.S. Pat. Nos. 6,007,511, 6,544,249, and U.S. Publication
No. US2008/0108933, the contents of each of which are
incorporated herein by reference in their entireties. In other
embodiments, the deployment devices can include devices
such as those as described in co-pending and co-owned U.S.
patent application Ser. No. 12/946,222, filed on Nov. 15,
2010, U.S. patent application Ser. No. 12/946,645, filed on
Nov. 15, 2010, and co-pending U.S. application Ser. No.
13/314,939, filed on Dec. 8, 2011, the contents of each of
which are incorporated by reference herein in their entireties.

Although the detailed description contains many specifics,
these should not be construed as limiting the scope of the
subject technology but merely as illustrating different
examples and aspects of the subject technology. It should be
appreciated that the scope of the subject technology includes
other embodiments not discussed in detail above. Various
other modifications, changes and variations may be made in
the arrangement, operation and details of the method and
apparatus of the subject technology disclosed herein without
departing from the scope of the present disclosure. Unless
otherwise expressed, reference to an element in the singularis
not intended to mean “one and only one” unless explicitly
stated, but rather is meant to mean “one or more.” In addition,
it is not necessary for a device or method to address every
problem that is solvable by different embodiments of the
disclosure in order to be encompassed within the scope of the
disclosure.

What is claimed is:

1. A shunt for draining fluid from an anterior chamber of an
eye, the shunt comprising:

a main section having an inlet, an outlet, and wall defining

a lumen with a first cross-sectional area and being con-
figured to direct the fluid from the anterior chamber
through the inlet toward the outlet such that, when posi-
tioned in the eye, fluid is released through the outlet at a
location having lower pressure than the anterior cham-
ber;

a first detachable flow restriction section, positioned at the
outlet, in fluid communication with the main section, the
first detachable flow restriction section having a second
cross-sectional area that is less that the first cross-sec-
tional area; and

a second, permanent, detachable flow restriction section,
positioned at the inlet, in fluid communication with the
main section, the second detachable flow restriction sec-
tion having a third cross-sectional area that is less that
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the first cross-sectional area, the second detachable flow
restriction section being severable to adjust a flow of
fluid through the shunt.

2. The shunt of claim 1, wherein the first cross-sectional
area is generally circular in shape.

3. The shunt of claim 1, wherein the first and second
detachable flow restriction sections are each formed of a
separate material from the main section.

4. The shunt of claim 1, wherein the first detachable flow
restriction section is dissolvable.

5. The shunt of claim 4, wherein the first detachable flow
restriction section has a dissolution rate that is different than
a dissolution rate of the shunt.

6. The shunt of claim 1, wherein the first detachable flow
restriction section comprises first and second portions.

7. The shunt of claim 6, wherein the first and second por-
tions are axially spaced apart from each other.

8. The shunt of claim 6, wherein the first and second por-
tions are dissolvable.

9. The shunt of claim 6, wherein the first and second por-
tions are concentrically layered within the lumen.

10. The shunt of claim 8, wherein the first portion has a first
dissolution rate, and the second portion has a second disso-
Iution rate different from the first dissolution rate.

11. The shunt of claim 1, wherein at least a portion of the
shunt comprises a drug.

12. The shunt of claim 11, wherein the first or second
detachable flow restriction section comprises a drug.

13. The shunt of claim 1, wherein the first or second detach-
able flow restriction section comprises a gelatin.

14. The shunt of claim 1, wherein the first detachable flow
restriction section is permanent.

15. The shunt of claim 1, wherein the second, permanent,
detachable flow restriction section is nondissolvable in an eye
over at least a ten year period.

16. The shunt of claim 1, wherein the second, permanent,
detachable flow restriction section comprises a cross-linked
gelatin.

17. The shunt of claim 16, wherein the second, permanent,
detachable flow restriction section comprises a cross-linked
gelatin subjected to a 25% Gluderaldehyde solution for
16hours.

18. The shunt of claim 16, wherein the second, permanent,
detachable flow restriction section comprises a cross-linked
gelatin subjected to a crosslinker.

19. The shunt of claim 18, wherein the crosslinker com-
prises a Gluderaldehyde solution.

20. The shunt of claim 1, wherein the main section and the
second, permanent, detachable flow restriction section com-
prise a cross-linked gelatin.

21. An eye implant comprising a lumen, a first, permanent
flow restrictor, and a second flow restrictor, the first and
second flow restrictors being disposed within the lumen, the
first flow restrictor positioned adjacent to an inlet of the
implant, and the second flow restrictor positioned adjacent to
an outlet of the implant, the implant being configured to
conduct fluid at a first nonzero flow rate, modifiable to a
second flow rate, when the implant is in an eye, by removing
at least a portion of the first flow restrictor or the second flow
restrictor, the implant configured to extend from the anterior
chamber to a region of lower pressure.

22. The implant of claim 21, wherein the implant com-
prises a wall defining the lumen, the wall having a variable
inner profile.

23. The implant of claim 21, wherein the first flow restric-
tor is nondissolvable in an eye over at least a ten year period.
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24. The implant of claim 21, wherein the second flow
restrictor is permanent.

25. The implant of claim 24, wherein the second flow
restrictor is nondissolvable in an eye over at least a ten year
period.

26. The implant of claim 21, wherein the first flow restric-
tor comprises a cross-linked gelatin.

27. The implant of claim 26, wherein the first flow restric-
tor comprises a cross-linked gelatin subjected to a crosslinker.

28. The implant of claim 27, wherein the crosslinker com-
prises a Gluderaldehyde solution.

29. The implant of claim 28, wherein the first flow restric-
tor comprises a cross-linked gelatin subjected to a 25% Glud-
eraldehyde solution for 16 hours.

30. The implant of claim 21, wherein the second flow
restrictor is dissolvable.

31. The implant of claim 30, wherein the first nonzero flow
rate is modifiable by dissolution of at least a portion of the
second flow restrictor.

32. The implant of claim 30, wherein the second flow
restrictor comprises a drug.

33. The implant of claim 21, wherein the second flow
restrictor has a dissolution rate that is different than a disso-
lution rate of the shunt.

34. The implant of claim 21, wherein the first and second
flow restrictors each have lumens that define inner cross-
sectional profiles that are less than an inner cross-sectional
profile of the implant lumen.
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